Introduction
It is one of the natural purposes of academic medical institutions to track, adopt, and most importantly, contribute to advancements regarding novel diagnostic and therapeutic modalities. In the specific area of abdominal and gastrointestinal surgery, the past twenty years have witnessed significant achievements thanks to parallel development of new surgical instruments and minimally invasive techniques, among which are introduction of robotic and laparoscopic esophagectomies, gastrectomies, liver resections, pancreatectomies, colorectal resections and hernia repair.
With its history that goes back to the first half of the twentieth century, Gulhane Military Medical Academy Department of General Surgery in Ankara has been a part of or close follower to achievements that have been made by Turkish Surgical Community. Many important gastrointestinal surgical techniques, including Ivor-Lewis esophagectomy, transhiatal esophagectomy, conventional open radical gastrectomies, laparoscopic/robotic Nissen fundoplication, wedge resection of GIST situated in the stomach, obesity surgery, open liver and pancreas resections, completion pancreatectomy, liver transplantation, laparoscopic/ robotic splenectomy, laparoscopic/robotic adrenalectomy, laparoscopic and open colorectal resections (right hemicolectomy, left hemicolectomy, anterior / low anterior resection, abdominoperineal resection, total proctocolectomy with ileal pouch anal anastomosis…etc) for colorectal cancer as well as for benign colorectal diseases, resections for sarcomas and other intraabdominal masses, cytoreductive surgery -HIPEC, proctologic interventions of several kind and hernia treatment have been in the armamentarium of our institute's surgical program for years.
The following tables provide a list of abdominal surgical procedures that were carried out for the first time in our department over a period of twenty-five months. The vast majority of the operations given below were performed by the same team consisting of the author accompanied by another staff surgeon or surgical fellow/resident, scrub nurse/technician and a circulating staff. The below tables thus may not include any other operations that were carried out by a different team within the same time interval. Table  I provides name of each author who was the first to report on the corresponding operation in the literature (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) . This is to reveal the time interval between the first operation performed in our department and the first description of that specific procedure.: Table II provides information regarding critical aspect of each procedure that deserves attention and that has thus been mentioned here. Postoperative main complications and the way we managed that complication is also summarized in Table II. Table III gives detailed updated information of outcomes in patients with malignant conditions, including survival, and how every patient was doing at the time of drafting this manuscript.
In no part of the world significant surgical evolutions are free of obstacles. Similarly, our surgical program has encountered some difficulties throughout this period. Should multifaceted problems rise in particular, the situation may be difficult to overcome or even hinder the program to track current surgical progresses. These include, but are not limited to, institutional logistical problems, manpower insufficiencies, administrative rules, lack of trained surgeon who fixes know-how problems and navigates throughout preparation and operation phases of the procedure, physicians' reluctance or loss of motivation, low-volume hospital and restrictions in conducting clinical trials according to county laws and bylaws. Every factor stated above has the potential to interact with others which lies behind the multifaceted nature of the problem. As clearly demonstrated in the table, we seem to have been influenced by some of the aforementioned difficulties in tracking current advancements in a timely manner. Some procedures were performed at our institution with a twodecade delay; while some of those could be adopted relatively shorter period of time after it was originally described. Perineal rectosigmoidectomy for total rectal prolapse is a special occasion; we have tended not to adopt any surgical modality over laparoscopic rectopexy which have been performed successfully to treat rectal prolapse for years. I believe the overwhelming delay in adopting SMV/portal vein resection with venous autograft reconstruction during pancreaticoduodenectomy was mainly caused by low volume of this group of cases which in turn resulted in the limitation of criteria of resectability to tumors not invading SMV/portal vein. While partial SMV/portal vein resection and primary repair has long been in our practice; use of autologous veins for reconstruction of larger venous defects after pancreatic resections was just recently attempted, almost fifty years later Dr Sigel and colleagues described the procedure (Figure 1 ). The effect of factors that delay or prevent adoption of novel surgical techniques is also seen in the spectrum of complex upper gastrointestinal and other hepatopancreaticobiliary surgical procedures. Nevertheless, demonstrating efforts to track, adopt, and as ultimate goal, develop new surgical techniques should be an integral part of every surgeon's workload holding academic position at a faculty of medicine if that institute is to be one of the best among other academic medical centers across the country. Today, this is a prominent reality showing itself more and more every day at a time when competition among tertiary care centers to offer better healthcare notably expands. 
